Abstract
Introduction
Diagnostic and therapeutic procedures of the thorax are performed by thoracotomy or median sternotomy. Open access causes significant morbidity, due to long incisions and division of muscles/ bone, use of prolonged retraction and significant post operetive pain which affects breathing. The result may be prolonged ventilatory support and extended intensive or high dependency care. Due to poor respiratory effort and coughing, chances of respiratory infections are higher [1] . The risk of wound infections and wound dehiscence, especially in sternotomy, may have disastrous outcomes [2, 3, 4, 5] . Furthermore patients' return to work and resumption of a normal life is delayed [6] .
Thoracoscopy is an established technique with the potential to minimise the morbidity of open access [7, 8, 9, 10, 11] . Clear display of anatomy is an added advantage. The image is magnified and it is possible to get a closer view by zooming in.
Lack of tactile sensation, difficulties of hand eye coordination, obtaining space for dissection and methods of haemostasis are challenges [9, 10, 11] . Specimen retrieval should be planned. Also an initial high cost will Specimens were retrieved as follows.
1. Small lymph nodes, sympathetic chain -via 10mm port.
2. Large lymph nodes, thymus -retrieved in a fashioned endobag, at times requiring a mini incision over the lateral chest wall. Table 1 : Patient position and procedure. Once the procedure was completed the lung was expanded under visual guidance of the camera using hand ventilation.
Results
A total of sixty seven operations were performed.
Patients were positioned supine for anterior and superior mediastinal procedures and the prone position was used for posterior mediastinal procedures. These positions allowed the collapsed lung to fall away from the field of dissection.
Two diagnostic procedures were performed in planned oesophagectomy which were abandoned as the tumours were deemed non-resectable.
Discussion
Thoracoscopy reduces the trauma of access and has the 
